
 

Medical Records Release Request 

 
Regarding 
 
Patient Last Name:       Patient First Name:        
 
Patient Date of Birth:               

 
Records Requested FROM 
 
Physician or Institution’s Name:             
 
Address:                
 
City:          State:       Zip:     
 
Phone:        Fax:          

 
I Hereby Request My Medical Records Be Released and Submitted TO 
 
Physician or Institution’s Name:             
 
Address:                
 
City:          State:       Zip:     
 
Phone:        Fax:          

 
Specific Request:                
                
                
 

Reason for Request:               

                
                
 
 
 
                
Patient Signature       Date Signed 
 
                
Witness Signature       Date Signed 
 

 

196 Thomas Johnson Dr 

Suite 215 

Frederick, MD  21702 

Phone: 301-668-9988 

Fax: 301-668-9977 

80 Sherry Lane 

Suite 101 

Prince Frederick, MD 20678 

Phone: 410-414-9229 

Fax: 410-414-9339 

3581 Old Washington Rd 

Suite F 

Waldorf, MD  20602 

Phone: 301-638-4400 

Fax: 301-638-2200 

161 Fort Evans Rd, NE 

Suite 340 

Leesburg, VA 20176 

Phone: 703-443-8000 

Fax: 703-443-8100 

09/12/12 
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